Objective-DDD pacing is better than VVI pacing in complete heart block and sick sinus syndrome but is more expensive and demanding. In addition, some patients have to be programmed out of DDD mode and this may have an important impact on the cost-effectiveness of DDD pacing. The purpose of this study was to determine how many patients remain in DDD mode over the long term (up to 10 years (Br Heart J 1995;74:76-79) 
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Another aspect of this study group which may be different is that we have used almost exclusively passive fixation atrial leads. P wave amplitudes are initially better with passive fixation electrodes but chronically there is little difference,24 and atrial threshold stimulation energies do not differ between the two lead groups. There is no good evidence at the moment to support the notion that passive fixation atrial leads are associated with lower rates of atrial fibrillation but it is a possibility.
Pacemaker mediated tachycardia was a problem with the first generation DDD pacing systems but this is not so with the recent models. In our study, pacemaker mediated tachycardia accounted for only 5-4% of the reasons for reprogramming out of DDD mode, and this was with the earlier models which had limited programmability and fixed post ventricular atrial refractory period.
The study is limited by its retrospective nature. There was no control group in whom results of VVI pacing were compared with those of DDD. Not all risk factors for the development of atrial fibrillation were routinely recorded. The number of patients included and the long duration of follow up, however, all support the validity of our data and their applicability to the general pacemaker population. Another aspect of this study relevant to practice in the United Kingdom is that it confirms the feasibility of a policy to insert DDD pacemakers where indicated in a district general hospital with good results. There is no reason for the newer pacing centres in these hospitals merely to implant VVI pacemakers.
Conclusion
In this study 83-5% of patients with dual chamber pacing systems were maintained in DDD pacing mode for at least 5 years, and 91% maintained some form of atrial pacing. The major reason (in 78%) for abandoning DDD mode was the development of atrial fibrillation or atrial flutter. This continues to be a significant drawback and further research is required to identify those at greater risk of developing atrial tachyarrhythmia.
